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This information must be obtained upon admission.  It should be kept at the front of a resident’s file so that it can 
be easily accessed.  Periodically, the information should be reviewed to be certain it is still current.   

Resident Name ______________________________________________ Date __________________________ 

SSN ___________________________________ Medicaid Number  ___________________________________ 

Permanent Address _________________________________________________________________________ 

Date of Admission _______________________________ Date of Birth _______________________________ 

Marital Status ____________________ Sex ____________ State or Privately Funded ___________________ 

Birth Place __________________________________ Religion (Optional) _____________________________  

Responsible agent or agency, including guardian if applicable:  

Name ________________________________________________ Telephone ___________________________  

Address ___________________________________________________________________________________  

Contact this person in the event of an emergency or death:  

1. Name _______________________________________________ Telephone __________________________ 

Address ___________________________________________________________________________________ 

Relationship _______________________________________________________________________________ 

2. Name _______________________________________________ Telephone __________________________ 

Address ___________________________________________________________________________________  

Relationship ________________________________________________________________________________ 
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(Use additional sheets for other involved/related parties and natural paid supports)   

Physician _______________________________________________ Telephone  ________________________ 

Dentist _________________________________________________ Telephone  _________________________  

Pharmacy _______________________________________________ Telephone  ________________________ 

SOCIAL HISTORY:  Significant life events, relationships, and other social information obtained through interviews 
with the resident, family, case manager, targeted service coordinator or all of these.  

This information should include the resident’s hobbies, and interests, likes and dislikes, and other pertinent 
information.  

____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________ 

___________________________________ 

 Signature of Person Completing this Form  
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